NA patients were more likely to receive an endovascular procedure (OR, 1.2; 95% CI, 1.0,1.4; P ¼ .04) but less likely to undergo open surgery for revascularization (OR, 0.7; 95% CI, 0.6,0.9; P ¼ .03). The mean hospital length of stay was significantly longer for AA (8.01 days), Hispanic (8.02 days), and NA (7.9 days) patients compared with white patients (7.35 days; P < .001).
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Six-Month Freedom from Amputation and Quality of Life Assessment After Endovascular Tibial and Pedal Revascularization for Critical Limb Ischemia With Gangrene
Objective: Patients with critical limb ischemia (CLI) and gangrene have up to a 38% rate of major amputation at 6 months. The rate of toe and partial foot amputations ranges from 40% to 80%. These patients are often classified as not revascularizable as data regarding outcomes after use of retrograde tibial access and pedal interventions in patients with CLI and gangrene are sparse. The purpose of this study was to report major and minor amputation rates for patients who underwent tibial and pedal revascularization in addition to improvement of the inflow and to report on their quality of life.
Methods: A prospectively designed study was completed to track patients with history, examination, and imaging consistent with CLI and gangrene. Patients were observed at 1 month, 3 months, and 6 months after peripheral intervention. The nature of the intervention and rate of minor and major amputations were determined at each interval. The Stark quality of life questionnaire was used at each visit.
Results: Between June 2016 and September 2017, there were 42 patients with CLI and gangrene who underwent 57 peripheral interventions for limb salvage; 32 limbs had dry gangrene along the dorsalis pedis angiosome, 14 limbs had dry gangrene along the posterior tibial angiosome, and 11 limbs had a combined disease pattern. There were 12 limbs that underwent angioplasty of the superficial femoral artery (SFA); 18 limbs that underwent angioplasty and stenting of the SFA; and 14 limbs that underwent atherectomy, angioplasty, and stenting of the SFA. All patients had one-or two-tibial vessel runoff and high-grade stenoses of the pedal circulation. All patients underwent antegrade or retrograde tibial access, atherectomy and angioplasty of the tibial circulation, and angioplasty of the pedal circulation. Immediate technical success, defined as three-vessel outflow to the foot, occurred in 49 limbs (86%) with no 30-day complications. Freedom from amputation rates are given in the Table. Conclusions: Tibial and pedal revascularization improves freedom from minor and major amputation at 6 months and is associated with a higher quality of life.
Author Disclosures: S. Desai: Nothing to disclose; A. Dua: Nothing to disclose. Objective: True infrapopliteal aneurysms occur very rarely; the majority of reported cases are secondary to trauma or infection. We report the development of a tibioperoneal trunk (TPT) aneurysm 6 months after atherectomy and angioplasty and describe subsequent open surgical repair.
Methods: A 49-year-old obese woman with hypertension, hyperlipidemia, type 1 diabetes mellitus, and a 12 pack-year nonactive smoking history presented with 6 months of left calf tiredness and cramping after walking less than one block. Aortography with runoff revealed occlusions in the left distal popliteal artery, TPT, and anterior tibial artery (Fig 1) . Atherectomy of the left popliteal artery and TPT was performed, following which angioplasty of the left popliteal artery, TPT, anterior tibial artery, posterior tibial artery, and peroneal artery was performed. This was followed by manual suction thrombectomy to remove residual thrombus. By 1 week postoperatively, her symptoms had fully resolved. However, 6 months postoperatively, she presented to the office with new-onset left calf pain. On this occasion, her pain was much more severe than her initial symptoms; furthermore, her pain was present at rest and not associated with exercise.
Results: Physical examination was notable for an increased popliteal pulse but with nonobstructive peripheral pulses and no evidence of ischemia. Outpatient ultrasound was negative for deep venous thrombosis but revealed a 1.22-cm left TPT aneurysm. Subsequent angiography 
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June 2018 showed a left TPT aneurysm extending to the bifurcation of the posterior tibial and peroneal arteries (Fig 2) . An open surgical repair was planned. A below-knee medial approach was taken, and further dissection revealed a TPT aneurysm involving the distal end of the TPT as well as the origin of the posterior tibial artery and peroneal artery. Arteriotomy of the aneurysm sac confirmed a thick-walled, true TPT aneurysm without thrombus. The ipsilateral great saphenous vein was then harvested, reversed, and used as an interposition bypass. The postoperative period was uncomplicated, and the patient was discharged on the same day. The patient's symptoms resolved postoperatively, and she remained asymptomatic at 3-month, 6-month, and 2-year follow-up visits. Conclusions: One possible cause of true TPT aneurysms is iatrogenic injury after endovascular intervention, which has not been previously reported. In our case, surgical repair resulted in complete and sustained resolution of symptoms.
Author Disclosures: Z. Feldman: Nothing to disclose; D. J. Finlay: Nothing to disclose; I. Lau: Nothing to disclose; C. Png: Nothing to disclose. Objective: The aim of this study was to compare open repair (OR) vs endovascular repair (ER) using covered stents for TransAtlantic Inter-Society Consensus (TASC) C and D aortoiliac obstructive lesions in patients at low surgical risk and in young patients.
Methods: A single-center retrospective review of TASC C and D iliac lesions treated between January 2008 and November 2017 was conducted. The 30-day outcomes, long-term patency, limb salvage, and freedom from related reintervention were compared between OR an ER. Low surgical risk was defined as Society for Vascular Surgery comorbidity score of 0.7 and age 75 years. A subanalysis was performed in patients considered young (age, 60 years). Follow-up results were analyzed with Kaplan-Meier curves. Major clinical and anatomic characteristics were evaluated for their association with patency in the two groups using Cox proportional hazards.
Results: Overall, 112 patients (OR, n ¼ 56; ER, n ¼ 56) were treated, with 63% having bilateral iliac disease involvement (n ¼ 70 patients) for a total of 182 limbs revascularized (OR, n ¼ 96; ER, n ¼ 86). Iliac lesions were classified by limb as TASC C (n ¼ 51 [28%]) and D (n ¼ 131 [72%]). Mean age was 61.6 6 8.4 years, with a mean Society for Vascular Surgery comorbidity score of 0.51 6 0.39, without differences between OR and ER (0.440.29 vs 0.560.47; P ¼ .20). At 30 days, the ER group compared with the OR group was characterized by shorter length of hospitalization (6.28.2 vs 8.56.2 days; P < .001) and intensive care unit stay (0.10.6 vs 0.90.5 days; P < .001); the cumulative medical (OR, 7%; ER, 5%; P ¼ 1.0) and surgical (OR, 6%; ER, 3%; P ¼ .11) complication rates were similar. At 5 years, primary patency was similar between the two groups (OR, 87.3%; ER, 81.4%; P ¼ .31; Fig) , and this result was confirmed in the subgroup of young patients (OR, 84.7; ER, 75.0; P ¼ .27). Limb salvage (OR, 98.9%; ER, 98.4%; P ¼ .91) and freedom from related reintervention (OR, 76%; ER, 72.9%; P ¼ .24) were similar; this trend was confirmed also in young patients for both limb salvage (OR, 98.5%; ER, 97.6%; P ¼ .83) and freedom from related reintervention (OR, 76.9%; ER, 63.6%; P ¼ .10). Multivariate analysis indicated that the only independent negative predictor of patency was the sex (female) undergoing ER with covered stent (hazard ratio, 2.89; 95% confidence interval, 1.45-26.60; P ¼ .024; Table) .
Conclusions: In case of severe aortoiliac obstructive lesions in lowrisk and young patients, ER using covered stent may be considered as valid as OR because it allows shorter hospitalization after the procedure, maintaining similar patency during long-term follow-up. However, in female patients, OR still remains the "gold standard" of treatment. 
